As the political environment in Washington becomes increasingly tense, no two domestic policy issues have been more politically divisive of late than immigration and health care. Because nurses have long been advocates for care of the underserved, it is important that we engage in policy debates with regard to the individuals at the intersection of these two complex systems. Immigrants, both legal and undocumented, represent a rapidly growing share of the American population. In 1970, immigrants comprised 4.7% of the total U.S. population; in 2015 that proportion grew to 13.5% (Zong & Batalova, 2017) . Immigrants are often healthier than native-born Americans upon arriving in the United States, though their health tends to deteriorate as they acculturate. President Donald J. Trump and congressional lawmakers are poised to make sweeping changes to standards for foreigners' entry into the United States, entitlement programs (including Medicaid and Medicare), and broader health policies. All nurses can play an informed role in discussions focused on healthcare quality, cost, and access for vulnerable populations, particularly immigrants.
Many factors enhance immigrants' vulnerability; these include, among others, low socioeconomic status, language barriers, lack of social support, and racial discrimination in schools, employment, and health-care settings (Edberg, Cleary, & Vyas, 2011) . Immigrants' susceptibility to poor health outcomes is further heightened by constraints on their ability to access health care, specifically restrictions on their eligibility for public programs like Medicaid, in their first 5 years of residency. While undocumented immigrants are more likely to be uninsured than those with legal status, approximately 25% of lawfully residing permanent residents in the United States are uninsured, many of whom are ineligible for Medicaid (Capps, Rosenblum, & Fix, 2009) . Although lawmakers debate legislation that will alter financing of health insurance programs and change eligibility requirements for health insurance subsidies, we, as nurses, can delineate, for members of Congress, the potential health implications of further restricting legal immigrants' access to Medicaid.
To fully understand current political debates surrounding Medicaid reform, it is useful to reflect on the evolution of Medicaid. For decades after President Lyndon B. Johnson championed enactment of Medicaid in 1965 as part of his ''War on Poverty,'' much debate ensued regarding the appropriate role of government assistance programs. Proponents of decreasing reliance on federal benefits, including Medicaid, argued that widespread access to welfare programs disincentivized poor individuals from seeking work and placed them in an unhealthy cycle of poverty and dependency. Opponents of such reforms argued that cuts to welfare programs would increase rates of poverty, hunger, and homelessness.
The culmination of these debates came just over 30 years after Medicaid was first created, when President Bill Clinton signed into law the Personal Responsibility and Work Opportunity Reconciliation Act (PRWORA) of 1996, more commonly referred to as the Welfare Reform Act. While PRWORA had wide implications for needy families, legal immigrants were disproportionately affected by the law. Under PRWORA, most legal immigrants became ineligible for federal assistance (including Medicaid) during their first five years of residency in the United States. States could voluntarily extend Medicaid to new lawfully residing permanent residents. However, as of 2011, only 14 states and the District of Columbia provide state-funded health coverage to legal immigrants who are not children or pregnant women within the first five years of residency (Pereira et al., 2012) .
In discussions surrounding the Patient Protection and Affordable Care (PPACA) in 2010, lawmakers debated lifting the restrictions on Medicaid brought forth by PRWORA (Capps et al., 2009) . Immigrant advocates, including local authorities in immigrant dense states such as California and New York, and nonprofit organization, such as the American Immigration Council, maintained their stance that PRWORA placed unfair restrictions on a vulnerable population who had little recourse in finding health-care coverage. Those who supported keeping the imposed 5-year waiting period for Medicaid, such as the Federation for American Immigration Reform (among others), were concerned that immigrants were increasingly coming to the United States with the intention of relying on federal and state assistance. Advocates of the five-year waiting period for immigrants claimed that the rising rates of immigration would result in increased federal spending on entitlement programs, such as Medicaid, which unfairly strained federal budgets. Moreover, they argued that because most lawfully residing permanent residents are brought to the United States by family members or employers, it is these sponsors who should assume responsibility for their health care in the early resettlement period.
For nurses and policymakers, facts should be central to any debate, particularly where vulnerable populations are concerned. Some key points to consider are (a) the primary driver of immigration to the United States is employment, not healthcare (Kaiser Family Foundation, 2008) . Currently, 72% of lawfully residing permanent residents are employed (compared with 77% of U.S. born persons; Zong & Batalova, 2017) . However, given that immigrants often work in lowwage positions under small scale employers (nearly 33% of lawfully residing permanent resident adults earn less than 150% of the federal poverty level), they are unlikely to have employer-based health coverage. (b) Non-citizen immigrants are less likely than citizen immigrants to have stable primary care providers and are also less likely to seek preventive services. Unsurprisingly, immigrants', on average, see deteriorations in their health following resettlement (de Maio & Kemp, 2010) . However, expenditures for publicly insured immigrants are 44% lower per capita than publicly insured U.S. born persons (Mohanty et al., 2005) . (c) Immigration law has a low threshold to ensure financial self-sufficiency, requiring that immigration sponsors earn 125% of the federal poverty level (or $12,060 annually for an individual in 2017; O'Neil & Tienda, 2014) . It is therefore possible that immigrant family sponsors, themselves, are reliant upon publicly financed health insurance.
The American Nurses Association has long advocated for universal access to health care for all immigrants, regardless of legal status. However, despite the passage of the PPACA, nearly 1 in 4 lawfully residing permanent residents in the United States remains uninsured (Artiga, Damico, Young, Cornachione, & Garfield, 2016) . The persistent effects of the 1996 PRWORA are illustrated by disparately high rates of uninsured immigrants in states that do not grant lawfully residing permanent residents with less than five years of residency Medicaid eligibility. In Texas, for example, 54% of lawfully residing permanent residents are uninsured, compared with 28% in New York, which has waived Medicaid waiting periods (Pereira et al., 2012) .
Removing the five-year Medicaid waiting period from the PPACA has the potential to bring one million lawfully residing permanent residents into the health-care market (Capps et al., 2009) . Many of these individuals are the younger healthier individuals that actuaries argue are needed to amortize risk and contain costs across insurance pools. Due to PRWORA's restrictions on Medicaid eligibility, immigration policies have resulted in cost shifting. States that do not extend Medicaid to lawfully residing permanent residents who have been in the United States less than five years are seeing fewer savings from health-care reform due to high levels of emergency department use. Denying immigrants access to primary care, because they lack Medicaid coverage, and instead providing them with emergency Medicaid (which is distinct from traditional Medicaid and refers to short-term coverage in a life-threatening emergency) creates ''perverse'' incentives for both patients and providers (Derose, Escarce, & Lurie, 2007) . In particular, this system likely increases the financial burden placed on payers because of the higher costs of postponed care received in an emergency department compared with ongoing coverage and access to a primary care provider. In the long run, hospitals, federal, state, and local healthcare providers, and taxpayers are absorbing the costs of uncompensated care and delayed diagnosis of chronic conditions in this population. As nurses, we should continue to emphasize to lawmakers the value of primary preventive care in improving health outcomes for specific populations.
In our everyday nursing practice, we must focus on advocating on behalf of immigrants and their families. This means helping them access the resources that are available to them (e.g., federally qualified health centers that operate on a sliding income scale, non-profit organizations, and social workers) and delivering culturally sensitive care. Outside of the clinical setting, we can do even more. Proposed revisions to the PPACA within the American Health Care Act included further cuts to Medicaid by the year 2020 and significant changes in how the federal government would finance its contribution to Medicaid. Several vulnerable populations, especially legal immigrants, stood to lose even more. The continually evolving political landscape in Washington presents an opportunity for us to present our powerful viewpoints as trusted caregivers and public health advocates and to engage in discussions that promote the equitable distribution and availability of healthcare resources.
